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" The facility must ensure that the resident : ! This plan of correction s !
. - . . submitted and required
environment remaing as iree of accident hazards | ! der Federal and State
as is possible; and each resident receives " ! un el t,e era :imla{lfe
adequate supsrvision and assistance devices {o TegU’atans anc sianies
prevent accidents. applicable fo long term
! care providers. The plan of
: : " correction does not
.constitute an-admission of
_ liability on the part of the
This REQUIREMENT is not met as evidenced facility and such liability is
by, : hereby specifically denied.
i Based on medical record review, observation, ! The submission of this ptan
i and interview, the facility failed to ensure a safety | of correction does not
device was in place as recommended for one constifute agreenent by }hc
resident (#1) of five residents reviewed. _ facility that the surveyor’s
. : findings or conclusions are
: The findings included: : aceurat, that the findings
- j constitate a deficiency, or
Resident #1 was admitted to the facility on June | that the scope or severity
20, 2012, with diagneses including history of I regarding any of the
Cardiovascutar Actident {Stroke) with lefi-sided deficiencies cited is
Hemiparesis; Psychotic Disorder Mood Disorder correctly appiied.
1 due to General Medical Condition; Peripheral
| Vascular Disease (PVD); and Right Foot i ‘;’/] 2+
. Transmetatarsal Amputation (TMAS. : 5
I ! }. Resident #1 had additionai  12/9.0. /4
; Medicat reeord review of a Fall Risk Evaiuation gym mats placed at right
| dated June 2, 2012, revealed a resident who side and foot of bed by
: scoras ten or higher is at risk (of falis); the _ nursing staff on 7/23/2012.
1 resident scored fourteen. ; : .
i ) i ' 2. All other residents with
| Medical record review of a Care Plan intervention | gym mat orders were
! dated June 26, 2012, revealed, "Gym mats ! audigid on 7/24/12 by
: placed on both sides of the bad and foot of the 1 nursing adminiscation 10
! ped."™ ) : o ensure gym mats in place
; i | as ordered, and all were
™ i : found te be in compliance.
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ther safeguanrds pravide sufficien) protection to the patients. {See instructions.) Excepl for nursing homes, the findings stated above are disclesable 80 days
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: . . o : was conducied on 2
- | Miedical record review of a Physician's Telephonz : b dlhn Director of Nursing ;
 order dated July 8, 2012, revealad, *.Gym mats . : yae ;
; S : . " i ' or designee for the staff
1 10 floor while pt {(patient} is in bed... ! :

; i reardmg the linportance of
i " epsuring gym marts are in
place correctly and
observed daily.

Observation of the resident, in the resident's

| Toom, on July 23, 2012, at 2:20 p.m.,.confirmed

, the resident was lying on the bed. Coniinued
ohservation revealed only one gym mat was oh
the floor, directly beside the resident's left side of
the bed. Continued observalion, in the presence
of the Director of Nursing, at 4:00 p.m., revealed
anly one gym mat was on the fioor, directly
beside the resident's left side of the bed.

Nursing administration wit]
conduct random gym mat
audits for four weeks and
then monthiy for four
months, to determine
proper application of gvm
mats is being followed.

interview with the Director of Mursing at 4:.05
p.m., in the Conference Room, confirmed the

i

| . . ¥
| gym mats were to be in place on both sides ang | Director of Nursing and
i at the foot of the resident's bed. Continued ! Administrator will be
| interview confirmed the facility failed to-ensure | notifed of the audit

; mats were in place on the resident's right side findmgs weekly to ensure

1 and at the foof of the resident's bed. compliance.
" . - N

1

CIO #30075 il | 4. The Director of Nursing or
' ' i _ designee will report
ohservation results o the
Quality Assurance

; Committer {consisting of
Medical Director, Director
of Nursing, Adminisirator,
Sacial Services Director,

: Pharmacist and other

: . interdisciplinary team

! ‘members) monthiy for four
\ , months for further

i recommendations if

' needed. The Administrator
: will monitor to ensure

: continued compliance.
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